Abstract
Introduction
Female genital cutting (FGC), also known as female genital mutilation (FGM) and female circumcision, comprises all procedures involving partial or total removal of the external genitalia, or other injury to the female genital organs, for cultural or other nontherapeutic reasons [1] . The practice of female circumcision is widespread in Egypt and represents a deeply rooted tradition shared with countries of the Nile Valley and other parts of Africa. The practice of FGM, in one form or another, continues to exist in around 40 countries, mostly in East and West Africa, and parts of the Arabian Peninsula [2] . Estimates of the worldwide prevalence of FGM range from 85 to 114 million, with an annual rate of increase of about 2 million per year. About 6,000 girls are circumcised every day [3] .
The exact prevalence of various types of FGC in Egypt is unknown. However, previous research among evermarried women found an almost universal practice of circumcision with the main underlying rationale being that FGM attenuates sexual desire, thus 'saving' the girl from temptation and preserving her fidelity [4] . Previous studies showed adverse childbirth outcomes for those who had FGC [1] [2] [3] [4] [5] . This study aimed to investigate the prevalence and type of FGM among a group of Egyptian primigravidae who were in labor, to study the main reasons and motives for perpetuating the practice, and to determine the effects of FGM on perineal trauma (episiotomy, deinfibulation and tears). To our knowledge, this is the first prospective Egyptian study to correlate FGC and childbirth trauma and complications.
Subjects and Methods
This prospective study was conducted from March 1, 1998, to November 30, 1999, in the labor ward, Department of Obstetrics and Gynecology, Assiut University Hospital, Assiut, Upper Egypt. This hospital is the biggest Maternity Hospital in Upper Egypt with an annual rate of around 4,800-5,500 deliveries during that period. Cesarean section rate was 19.6% and the episiotomy rate in primigravidae was 97% in this hospital during the period studied.
All primigravidae admitted in active labor were approached and counseled to participate in the study; prior approval for the study had been obtained from the ethical committee of the institution. The study was designed initially to be a comparative study of perineal trauma in circumcised and noncircumcised women. Unfortunately, only 306 primigravidae agreed to participate in the study after giving their informed consent; all these volunteers had been circumcised. These women responded actively to the questionnaire given and recorded by a trained nurse or doctor. This questionnaire elicited the age of the patient, her address (rural or urban), religion, occupation, years of education and the duration of marriage. In relation to the act of genital cutting, the patient was asked if she had been cut or not. The questionnaire was designed to yield information concerning the age at FGC, the status of the person performing the operation, the utilization/nonutilization of anesthesia or analgesia, and the occurrence of primary or secondary complications (if any and if remembered). For the purpose of this study, primary complications were defined as immediate postcircumcision complications (up to 1 month). Secondary complications were defined as those which occurred from 1 month to 2 years following the procedure. In addition, women were asked why (in their own opinion) they were subjected to the operation and their attitudes to continuing the practice in the future. A routine obstetric history was then obtained and general, local (type of cut), and pelvic examinations were performed by a trained obstetric resident. The portions of the genitalia removed (if any) were rated and recorded. There are no trained midwives to conduct normal labor in this unit and doctors perform all deliveries.
For the purpose of this study, women were classified into four types using the WHO classification for FGC [1] according to the portions of the genitalia removed: 0 = noncircumcised; type I (clitoridectomy) = partial or total removal of the prepuce (clitoridal hood) and/ or clitoris; type II (excision) = removal of the clitoris and partial or total excision of the labia minora; type III (infibulation) = excision of part or all of external genitalia and stitching/narrowing of the vaginal opening; type IV (unclassified) = any other procedure involving pricking, piercing, incising, and stretching of the clitoris and/or labia. Intrapartum care was then conducted according to our departmental protocols with partographic monitoring with special emphasis on gestational age, fetal position, birth weight and the use of oxytocin. Staff conducting the deliveries were blinded from the results of the questionnaire and the decision to perform an episiotomy was left to the attending resident. At the time of delivery, the following data were recorded: mode of delivery (spontaneous, instrumental with or without an episiotomy), perineal tears (degree), paraurethral tears and fistulas, and the need for anterior episiotomy or de-/reinfibulation. Only 254 women managed to have vaginal delivery while the remaining 52 women had cesarian section for variable indications.
Statistical Analysis
Data are described using the mean B standard deviation (SD). Statistical evaluation was performed using the Student t test and Mann-Whitney test. A p value ! 0.05 was considered significant.
Results
All women recruited in this study were married and had undergone FGC. Table 1 shows the demographic characteristics of these women; the mean age of the patients was 21.45 B 3.36 years (range 16-37) while the mean duration of marriage was 1.21 B 0.67 years (range 1-7). Table 2 shows demographic characteristics of the 52 women who were delivered by cesarean section.
Type I was the more common type of FGC, found in 130 women (51%). Type II had been performed in 124 women (49%). No significant differences in type of cut were found between the urban and rural areas (p = 0.491), or between religious groups (p = 0.191). There were no cases of type III (infibulation) or type IV FGC. The mean age at which FGC was performed was 7.25 B 2.09 years. Most women (171 = 67.3%) had been subjected to FGC between 4 and 9 years of age (table 3) . Five women (2%) had the operation before their first birthday.
The majority of the women (89.4%) had the FGC at home, mainly by untrained persons with little or no knowledge of anatomy. In the majority of cases (79.1%) this was a traditional birth attendant/daya (untrained mostly illiterate person with little or no knowledge of anatomy) and a barber in 6.3% of women. The other women had their procedure performed by health personnel: 4% by a nurse and 10.6% by a physician, respectively. Seventy-nine women (31%) had the operation without any form of anesthesia or analgesia. Only 3 women (1.2%) had the operation while under general anesthesia. The remaining women either think they had some form of local anesthesia/analgesia (47.2%) or they could not remember (20.6%). Table 4 shows the reasons for which participating women believe they were subjected to FGC.
Primary complications were reported by 71 women (28%). The most common primary complications were pain, urinary problems and bleeding. Only 6 women (2.4%) reported secondary complications, mainly abnormal vaginal discharge and/or pain.
Of the women questioned in this study, a majority of 158 (62%) plan to circumcise their daughters, 53 (21%) said they would discuss this issue further with their husbands, 25 women (10%) had not thought about it yet, while 18 (7%) do not have plans to circumcise their daughters.
All women in the study population had an adequate introitus to allow vaginal/pelvic examination and to facilitate first and second stages of labor. Neither anterior episiotomy nor de-/reinfibulation were required. None of these women experienced a stillbirth. However, 95% of those who managed to give vaginal birth had a mediolateral episiotomy. Only 1 patient was delivered by outlet forceps and episiotomy. Our unit protocols and notes do not ask for reasons for performing an episiotomy.
The number of women who had vaginal/perineal tears in this study was too small to be included in any form of analysis. Only 4 women had tears (1.6%). Two of them had second-degree perineal tears and the other 2 had paraurethral tears. All 4 women had type II circumcision; they also had one or more primary complications follow- Al-Hussaini ing FGC and 2 of them had been subjected to FGC before the age of 5. All were more than 38 weeks gestation and none had a macrosomic baby or instrumental delivery.
Discussion
FGC is an unnecessary, mutilating operation that is associated with significant health hazards to the emotional and psychological status of women in many parts of the world [5] . Despite this, FGC is practiced widely: in Africa, the Middle East including Egypt, Southeast Asia, and among immigrant populations in Australia, Europe, and North America.
Our investigations found a prevalence of 100% of FGC in our study. This is consistent with other local [6, 7] , national [8] , and international reports [9] [10] [11] . Previous research among ever-married women in Egypt found almost universal prevalence of circumcision (98%) with about 88% of mothers saying they intend to circumcise their daughters [4] . Another report from Egypt gave a prevalence rate of FGC of 85.8% in rural and 26.8% in urban areas [12] . Recently, it was reported that 86% of never-married girls aged 13-19 years in Egypt were circumcised [13] .
Globally, types I and II are the most frequently practiced forms of FGC, representing an estimated 80% of all such procedures [9, 10, 14] . Type III is thought to represent approximately 15% of FGC worldwide, although it is probably the most frequently used procedure in Djibouti, Somalia [11] , and northern Sudan [15] . In Sudan, 95.9% had Pharaonic circumcision (type III or infibulation). Only 4.1% had a modified Pharaonic circumcision, and a negligible number had the Sunna (type I) [16] . Two studies from our institution found that a total of 98% and 90.4% of FGC procedures had been performed by nonmedical personnel [6, 7] . In a report from Somalia, 69% of women had the procedure performed at home and 52% had it done by untrained persons [11] .
In our study all the patients had type I or type II FGC and this is in agreement with the reports cited above. No significant differences were found in the type of cut between urban and rural areas or between ethnic or religious groups in this study.
The age at which girls undergo genital cutting also varies between and within cultures, most commonly between 4 and 8 years [10, 14] . The mean age at which FGC had been performed was found in this study to be 7.25 B 2.09 with a range of !1-13 years. Most other studies gave the age range at which FGC was performed between 7 and 10 years. Sudanese girls are usually circumcised before age 9 [16] . FGC is performed any time from birth to just before marriage, but most commonly between the ages of 4 and 10 years [17] . Thus the majority of women who were cut would have undergone the procedure by the age of 15 years, before reaching the age of consent. More than a half of this study population (62%) are in favor of performing FGC on their daughters. Only 7% had decided not to subject their daughters to FGC. In two recent studies from our institution, 98 and 92.7% of circumcised women were found to favor its continuation [6, 7] . In uncircumcised women, the intention to perpetuate the practice of FGC was only 3.1% [7] . This is in consonance with the 1995 Egyptian Demographic and Health Survey, which showed that 88% of circumcised mothers plan to circumcise their daughters [4] . The proportion of people supporting the view that circumcision is necessary drops from 75% among girls with little or no education to 32% among girls with education at or above secondary level [13] . Considerable differences exist in the level of positive support for FGC between married and never-married girls who have been cut (88.6 versus 57.7%) [13] . Whereas all Somali respondents indicated that they would submit their daughters to FGC [11] , 76% of Tanzanian women who had FGC would not subject their daughters to such procedures [9] . Results of our study show a decline in intention to perpetuate the practice of FGC, a probable positive outcome of the campaigns aimed at fighting this deeply rooted practice in Egypt. Particular efforts had been made to discourage FGC following the International Conference of Population and Development in 1994. The population studied had a relatively high level of education with exposure to mass media and activities of national and local societies and feminist groups. Reasons for FGC vary: they include an intention to decrease women's libido and promiscuity to ensure spousal fidelity, observation of a rite of passage for girls from adolescence into womanhood, upholding and maintaining cultural and religious traditions, and as a form of medical treatment to cure psychological disorders such as nymphomania and lesbianism [10] . Nearly half of the women in this study cited custom and tradition as being the motive for FGC. Only a minority (0.8%) stated religion as the reason for FGC. The practice predates Islam and it is not part of this religion [18] . These results are similar to findings noted in two previous local reports [6, 7] . In the first, tradition was cited as the main reason (66.6%) followed by cleanliness and hygiene (21%), attenuation of sexual desire (9.4%) and religion (2.9%), respectively [7] . Another report interviewed both parents and grandparents concerning the motives for FGC. Custom and tradition was cited by 77%, hygienic purposes by 7% and religious factors by 3% of respondents [6] . In Somalia, 69.5% of women cited religion as a reason to justify FGC, followed by preservation of virginity (20%) and tradition in only 9.5% [11] .
The most frequently observed delivery complication of FGC is an episiotomy. In this study 95% of women had an episiotomy and only 1.6% had a perineal or other vulval tears. Neither the performance of episiotomy, nor the occurrence of perineal tears, was associated with FGC since all women with FGC had been demonstrated to have adequate vaginal/vaginal introitus permitting pelvic examination and vaginal delivery. FGC (types I and II) had very minimal or no adverse effects on the introitus. The episiotomy rate is high and similar to previous reports. Current evidence suggests that routine episiotomy has no benefit for the mother or infant and is not justified, although it is still widely practiced all over the world. Episiotomies are frequently performed for younger women giving birth for the first or second time, and with women giving birth in urban clinics. Episiotomy is often recommended for first deliveries in many African countries [10] . A recent study conducted among Somali women attending a clinic in the United States found that episiotomy was no more likely among cut women than among uncut women, a finding that supports the suggestion that the high prevalence of the procedure among primiparous women is a reflection of conventional obstetric practice [19] . This might be a finding peculiar to that study. On the other hand, 83% of low risk women in the UK experienced some form of perineal trauma [20] . Out of these 40% of women had an episiotomy only, 6% had an episiotomy and perineal tears and 37% had perineal or other tears without episiotomy. The main reasons for performing episiotomy were fetal distress (27%), impending tears (25%) and delay of the second stage of labor [20] . Episiotomy rates varied appreciably throughout regions and hospitals in the UK, ranging from 26 to 67% [20] . The overall median episiotomy rate was reported to be 92.3% in 16 Latin American countries with no difference between primary, secondary or tertiary hospitals or between public, private and social security hospitals [21] . The rates were similar irrespective of the personnel who attended the delivery; whether they were doctors, midwives, nurses or students [21] .
Of more relevance is a finding that women who had been cut, particularly those with type II and type III FGC, were significantly more likely to suffer a perineal tear during delivery [10] . Perineal tears are more frequent among cut women because of decreased elasticity of the vulval/ vaginal skin caused by scar tissue, and they increase the likelihood of infection and the possibility of woman developing fistulae. In our study, the incidence of perineal tears was quite low. Consequently, episiotomy may be justifiable among women who have undergone genital cutting, especially types II and III, in order to reduce the degree and frequency of perineal laceration. Indeed, for women who have been infibulated, episiotomy is frequently required, especially for the first deliveries [19] .
Limitations of the Study
The data presented here were primarily collected through direct observation by trained medical staff and appear to be of greater validity than those obtained from self-reporting protocols. However, the results of this study cannot be generalized to other parts of Egypt. The sample size was small and only cut women agreed to participate. Thus a comparative study between cut and uncut women to include perineal damage and episiotomy rates was not possible. Emotional, psychological, sexual, and primary and secondary postoperative complications were not addressed and were beyond the aims of this study. It is noteworthy that the results from this study reflect the practice of FGC in the past, in many cases more than 18 years ago. In more recent years there has been increased awareness of problems associated with FGC in Egypt together with moves towards involvement of the medical profession in this practice [22] .
Conclusion
Type I and type II FGC were observed in all the subjects in this study. There was a low incidence of perineal tears and a high rate of episiotomy. It is recommended that episiotomy be performed in all cases where FGC has made the vulva or vagina inelastic. Because the rationale for FGC is multifaceted and complex, legislation alone cannot eradicate this deeply rooted social practice. Therefore, it is also recommended that a combined approach that includes legislation, education and improving general awareness at all levels (in schools, universities, mass media, obstetric and gynecology services and reproductive health clinics) concerning the possible complications and consequences of this practice be instituted.
